TO BE FILLED OUT BY A LICENCED PHYSICIAN OR PHYSICIAN’S ASSISTANT
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Shining Stars

—— at Fount of Life ——




 6650 Omaha Blvd.  Colorado Springs, CO 80915   719-596-2222
Health Record
Name of Child_____________________________________   Sex_______ Date of Birth___/___/___

Address ___​​​​​​​_____________________________________________________________________

Past Illnesses  (Please check those that apply and supply dates.)
Chicken Pox_________

Rubeola__________

Rubella___________

Rheumatic Fever_____

Asthma___________

Hay Fever_________

Diabetes____________

Mumps___________

Epilepsy__________

Whooping Cough_____

Poliomyelitis_______

Other_____________

This child _____ is _____ is not physically and/or emotionally able to participate in the Shining Stars Learning Center Program .  Comments:________________________________________

Describe any physical condition requiring the teaching staff’s special attention. _________________

________________________________________________________________________________

Surgery/Accident/Illnesses/Chronic Health Problems_______________________________________

________________________________________________________________________________

Medication(s)​​​​​​​​​​​​​​______________________________________________________________________
Does your child have an asthma/allergy plan?______________________________________

Vision Screening _____________________    Hearing Screening_____________________________

Dental Health_________________________ Dentist_____________________________________

Date of most recent examination of child ____/_____/_____

_____________________________________________                     _____________

Signature of licensed physician or other health care professional


Date

Please Print:



_____________________________________________________

Name of Physician/Health Care Professional

_____________________________________________________

Address




Phone
